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H 000 Initial Comments H 000 Preparation and submission of this plan of R
correction does not constitute an admission or 07, Zg,d‘ 1
This Statement of Deficiencies was generated as g by the P"f:"’af;‘g}f;":;:c o the facts
a result gf a State Licensure survey conducted in Jorth on the statement of deficiencies, The plan of
your facility on June 22, 2009. This State correction is prepared and submitied solely
Licensure survey was conducted by authority of because of requirement under state/federal law.
NAC 449, Homes for Individual Residential Care, H 050
:ldoptecli) hy 2t2e189t§;e Board of Health on What corrective Action will be accomplished
ovemboer 29, R for those Residents found to have been affecied
) ) by the deficient practice:
The findings and conclusions of any investigation Employee # 1. Chest x-ray was done on Feb 23
by the Health Division shall not be construed as 2009 due to history of positive PPD related to
prohibiting any criminal or civil investigations, employet received BCG Vaccine. Physical Exam
actions or other claims for relief that may be also done on July 7, 2009. Please refer to
available to any party under applicable federal, Attachments.
state or local laws. Employee #2. Unable to correct. nois
no longer employed with Love ana suy nessdence
The census at the time of the survey was one. as of June 30, 2009. - A\
One resident files were reviewed and two How s:imll will iden‘:jfy other resident having the
m i . potential to be affected by the same practice
employee files were reviewed and what anticipated corrective action will be (
\ . . taken:
The following deficiencies were identified: .
All Residents have the potential to be affected by
H the practice.
050, is- H
Tuberculosis Employees 050 What measure will be put into place or what
. . " systemic changes you will make to ensure that
NAC 441A.375 Medical fagllltl_eg, facllltlgs for the the deficient practice does not recur:
depe'ndent and homes for individual residentiat Facility Administrator will ensure that all newl
care: Managgment of cases and suspected hired Caregiver will undesgo Physical Exams and
cases; surveillance and testing of employees; recsive PPD testing (and/or chest x-ray) prior to
counseling and preventive treatment. cmployment  and updated yearly as per
1. A case having tuberculosis or suspected case Regulation.
considered to have tuberculosis in a medical How the facility will monitor its corrective
facility or a facility for the dependent must be ;::“"“ ® T “1“1‘1“ deficicnt practice is
managed in accordance with the guidelines of the og corrected and will not recur:
Centers for Disease Control and Prevention as Facllity ~ Administrator ~ will  conduct
adopted by reference in paragraph (h) of g""’f]?:nf:"" file review to cnsure continucd
subsection 1 of NAC 441A.200. MPIIANGE.
2. A medical facility, a facility for the dependent or Individual Responsibic;
a home for individual residential carefshall Facility Administrator
maintain surveiliance of employees of the facility
or home for tuberculosis and tuberculosis Date of Completion
= - July 8, 2009 and i inual process,
f deficiendi citef. an apppeved plan of correction must be returned within 10 days a ly 8 and 5 a contimizsl
TITL? {X8) DATE
LABO RY| DIRECTOR'YOR PROVIDER/SUPPLIER REFRESENTATIVE'S SIGNATURE Weef7r
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infection. The surveillance of employees must be

conducted in accordance with the

recommendations of the Centers for Disease

Control and Prevention for preventing the

| transmission of tuberculosis in facilities providing

health care set forth in the guidelines of the

Centers for Disease Control and Prevention as

adopted by reference in paragraph (h) of

subsection 1 of NAC 441A.200.

3. Before initial employment, a person employed

in a medical facility, a facility for the dependent or

a home for individual residential care shall have

a

(a) Physical examination or certification from a
licensed physician that the person is in a state of

| good heaith, is free from active tuberculosis and
any other communicable disease in a contagious
stage; and
(b) Tuberculosis screening test within the

' preceding 12 months, including persons with a
history of bacillus Calmette-Guerin (BCG)
vaccination.

| If the employee has only completed the first step
of a 2-step Mantoux tuberculin skin test within the
preceding 12 months, then the second step of the
2-step Mantoux tuberculin skin test or other
single-step tuberculosis screening test must be
administered. A single annual tuberculosis
screening test must be administered thereafter,
unless the medical director of the facility or his
designee or another licensed physician

| determines that the risk of exposure is
appropriate for a lesser frequency of testing and
documents that determination. The risk of
exposure and corresponding frequency of
examination must be determined by following the
guidelines of the Centers for Disease Control and
Prevention as adopted by reference in paragraph
(h) of subsection 1 of NAC 441A.200.
4. An employee with a documented history of a
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positive tuberculosis screening test is exempt
from screening with skin tests or chest
radiographs unless he develops symptoms
suggestive of tuberculosis.

5. A person who demonstrates a positive
tuberculosis screening test administered pursuant
to subsection 3 shall submit to a chest radiograph
and medical evaluation for active tuberculosis.

6. Counseling and preventive treatment must be
offered to a person with a positive tuberculosis
screening test in accordance with the guidelines
of the Centers for Disease Control and
Prevention as adopted by reference in paragraph
{g) of subsection 1 of NAC 441A.200.

7. A medical faciiity shall maintain surveillance of
employees for the development of pulmonary
symptoms. A person with a history of tuberculosis
or a positive tuberculosis screening test shall
report promptly to the infection control specialist,
if any, or to the director or other person in charge
of the medical facility if the medical facility has not
designated an infection control specialist, when
any puimonary symptoms develop. If symptoms
of tuberculosis are present, the employee shall
be evaluated for tuberculosis.

(Added to NAC by Bd. of Health, eff. 1-24-92; A
3-28-96; R084-06, 7-14-2006)

This Regulation is not met as evidenced by:
Based on record review on June 22, 2008, the
facility failed to ensure that 2 of 2 caregivers had
evidence of a positive tuberculosis (TB) skin test
and failed to ensure both caregivers had a
physical on file(Employee #1 and #2).

LOVE AND JOY RESIDENCE RENO, NV 89521
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NAC 441A.380 Admission of persons to certain
medical facilities, facilities for the dependent or
homes for individual residential care: Testing;
| respiratory isolation; medical treatment;
counseling and preventive treatment;
documentation. (NRS 441A.120)
1. Except as otherwise provided in this secfion,
| before admitting a person to a medical facility for
| extended care, skilled nursing or intermediate
! care, the staff of the facility shall ensure that a
chest radiograph of the person has been taken
within 30 days preceding admission to the facility.
2. Except as otherwise provided in this section,
the staff of a facility for the dependent, a home for
individual residential care or a medical facility for
extended care, skilled nursing or intermediate
care shall;
(a) Before admitting a person to the facility or
home, determine if the person:
(1) Has had a cough for more than 3 weeks; '
(2) Has a cough which is productive,
(3) Has blood in his sputum;
(4) Has a fever which is not associated with a
cold, flu or other apparent iliness;
(5) Is experiencing night sweats,
(6) Is experiencing unexplained weight loss, or :
(7) Has been in close contact with a person who
has active tuberculosis.
(b) Within 24 hours after a person, including a
person with a history of bacillus Calmette-Guerin
(BCG) vaccination, is admitted fo the facility or
| home, ensure that the person has a tuberculosis
screening test, unless there is not a person
qualified to administer the test in the facility or
home when the patient is admitted. If there is not
a person quaiified to administer the test in the
facility or home when the person is admitted, the
staff of the facility or home shall ensure that the

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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test is performed within 24 hours after a qualified
person arrives at the facility or home or within 5
days after the patient is admitted, whichever is
sooner.

(c) If the person has only complefed the first step
of a two-step Mantoux tuberculin skin test within
the 12 months preceding admission, ensure that
the person has a second two-step Mantoux
tuberculin skin test or other single-step
tuberculosis screening test. After a person has
had an initial tuberculosis screening test, the
facility or home shall ensure that the person has
a single tuberculosis screening test annually
thereafter, unless the medical director or his
designee or another licensed physician
determines that the risk of exposure is
appropriate for a lesser frequency of testing and
documents that determination. The risk of
exposure and corresponding frequency of
examination must be determined by following the
guidelines as adopted by reference in paragraph
(h) of subsection 1 of NAC 441A.200.

3. A person with a documented history of a
positive tuberculosis screening test is exempt
from skin testing and routine annual chest
radiographs, but the staff of the facility or home
shall ensure that the person is evaluated at least
annually for the presence or absence of
symptoms of tuberculosis.

4. If the staff of the facility or home determines
that a person has had a cough for more than 3
weeks and that he has one or more of the other
symptoms described in paragraph (a) of
subsection 2, the person may be admitted to the
facility or home if the staff keeps the person in
respiratory isolation in accordance with the
guidelines of the Centers for Disease Control and
Prevention as adopted by reference in paragraph
(h) of subsection 1 of NAC 441A.200 until a
health care provider determines whether the

F 055

What corrective Action will be accomplished 07 08 ,ﬂ‘ 7

for those residents found to have been affected
by the deficient practice:

Resident #1. Resident received PPD testing, as
reflected in the atiached PPD Record.

How you will identify other resident having the
potential to be affected by the same practice
and what anticipated eorrective action will be
taken:

All residents have the potential to be affected by
the practice.

What measure will be put into place or what %
systemic changes you will make to ensure that (D

the deficient practice does not recur:

Residents will receive PPD testing (and/or chest
x-ray) as mandated and testing will be updated
annually. If a Resident has a history of positive
PPD, chest x-ray will be done and will be redone
every 3 years with an annual Tuberculosis
Questionnaire completed every year.

Facility Administrator will ensure that all \}9

What corrective actions to ensure that the
deficient practice is being corrected and will
not recur:

DON/Nurse Managers/Unit Managers  will
conduct random rounds daily to ensure privacy
needs are met.  Rounds would also include
checking privacy curtains are in good working
condition.

How the facility will monitor its corrective
actions to cnsure that the deficient practice is
being corrected and will not recur:

Facility Administrator will conduct
comprehensive file review on all the Residents to
ensure continued compliance.

Individual Responsible:

Facility Administrator

Date of Completion:

July 8, 2009 and is a continual process

A
=)

if deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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H 055 | Continued From page 5

person has active tuberculosis. If the staff is not
able to keep the person in respiratory isolation,
the staff shall not admit the person until a health
care provider determines that the person does

| not have active tuberculosis.

5. If a test or evaluation indicates that a person
has suspected or active tuberculosis, the staff of

| the facility or home shall not admit the person to

the facility or home or, if he has aiready been
admitted, shall not allow the person to remain in
the facility or home, unless the facility or home
keeps the person in respiratory isolation. The
person must be kept in respiratory isolation until a
health care provider determines that the person
does not have active tuberculosis or certifies that,
although the person has active tuberculosis, he is
no longer infectious. A health care provider shall
not certify that a person with active tuberculosis is
not infectious unless the health care provider has
obtained not less than three consecutive negative
sputum AFIB smears which were collected on
separate days.

8. If a test indicates that a person who has been
or will be admitted to a facility or home has active
tuberculosis, the staff of the facility or home shall
ensure that the person is treated for the disease
in accordance with the recommendations of the
Centers for Disease Control and Prevention for
the counseling of, and effective treatment for, a
person having active tuberculosis. The

| recommendations are set forth in the guidelines
of the Centers for Disease Control and

Prevention as adopted by reference in paragraph
(g) of subsection 1 of NAC 441A.200.

7. The staff of the facility or home shall ensure
that counseling and preventive treatment are
offered to each person with a positive
tuberculosis screening test in accordance with
the guidelines of the Centers for Disease Control
and Prevention as adopted by reference in

H 055
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paragraph (h) of subsection 1 of NAC 441A.200.
8. The staff of the facility or home shall ensure
that any action carried out pursuant to this section
and the results thereof are documented in the
person ' $ medical record.

(Added to NAC by Bd. of Health, eff. 1-24-92; A
3-28-96: R084-06, 7-14-2006)

This Regulation is not met as evidenced by:
Based on record review on June 23, 2009, the
facility failed to ensure the second step
tuberculosis skin test was performed on 1 of 1
residents in compliance with NAC 441A.380
regarding tuberculosis festing (Resident #1).
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